CASE REPORTS
T reatment of patients with physical and mental disabilities is one of the more difficult undertakings in dental sleep medicine. Most patients have minimal physical difficulty placing, removing, and adjusting their oral appliance (OA). They understand the instructions that are given and comprehend the possibilities of side effects. Patients with Down syndrome, mild dementia, and those with physical limitations such as cerebral palsy and status post cerebral-vascular accident may find OA therapy extremely challenging. Many of these patients have already failed positive airway pressure (PAP) and are sent to a sleep dentist for "salvage therapy. " While presenting challenges to the dental sleep medicine clinician, many of them can become happy and compliant patients.
Over 50% of persons with Down syndrome suffer from obstructive sleep apnea secondary to mid-face deficiency and macroglossia. [1] [2] [3] A high-functioning 26-year-old male with Down syndrome presented with a history of loud snoring and falling asleep whenever he was a passenger in the car. He had undergone evaluation by an otolaryngologist who found no nasal abnormality and felt that soft tissue surgery was not indicated. The patient had also been evaluated by a maxillofacial surgeon, but the parents had decided not to proceed with surgical treatment. The patient had been on PAP using a number of different interfaces but always developed aerophagia and the pain resulted in his removing the CPAP apparatus within one hour.
The patient lives at home with his mother and stepfather. He works during the day in a protected workshop and tends to stay active by taking karate lessons. His normal bedtime is ~10:00 PM, and his sleep latency is anywhere from 10-60 min. His preferred sleep position is supine. He has a minimally restored 28-tooth dentition with an overjet of 0 mm and an overbite of 0 mm; his range of motion is +6 mm-0 mm.
The overall goal of treatment was to provide increased interincisal distance and mild advancement to allow the macroglossic tongue to move forward out of the upper airway. 4 Particular concerns with this patient were his ability to place and remove the oral device without assistance, his limited range of mandibular motion, and a negative reaction to previous therapy.
Because the patient was relatively averse to the tight-fitting straps with PAP, it was decided not to use any device that required heating under hot water prior to placement or was laminated for a very tight retentive fit. A hard acrylic device that could be made relatively loose, easy to place, and allow relatively free mandibular movement was chosen as most likely to be tolerated by the patient. A hard acrylic Herbst device with no elastics was fabricated. The bite registration was made using a Pro gauge with a 10-mm interincisal bite fork in the hopes of creating increased tongue space. Additional tongue space was developed by keeping the interocclusal acrylic out of contact in the second molar area; the only contact was in the bicuspid-first 
